In a Cardiff study 23 0 0 of women with asymptomatic bacteriuria showed significant radiological abnormalities such as stones, scars or hydronephrosis (Asscher et al. 1973) .
It is open to question whether a patient presenting with symptoms suggestive of infection and found to have bacteriuria should have a urogram, and even more debatable in the patient who has symptoms but is not bacteriuric. The place of any investigation in the management of a particular condition will vary from centre to centre or from doctor to doctor: but many clinicians will take the view that, by the time a woman has been referred to a hospital clinic with a history of urinary tract infection, the problem is likely to be severe enough to warrant an excretion urogram as part of the initial investigation. Excretion urography is, however, a potentially hazardous investigation and almost always unpleasant for the patient. It should, therefore, only be used when it can be expected to have a significant effect on the patient's management. The following summary reflects the practice of my colleagues in the Renal Infection Clinic at St Bartholomew's Hospital.
If the patient is bacteriuric an excretion urogram is indicated if there is: (a) no response to treatment: (b) relapse: (c) repeated reinfection: (d) haematuria.
If the patient has symptoms but is not bacteriuric there is no indication for urography unless: (a) symptoms persist despite symptomatic treatment, in which case it becomes important to exclude other disease such as tuberculosis which may be causing the symptoms; (b) the "patient becomes bacteriuric.
Patients with frequency/dysuria who are not initially bacteriuric fall into two groups: those who are never bacteriuric and those who eventually become bacteriuric. In the latter group the incidence of abnormality is similar to that in patients who are bacteriuric at the initial examination, and they require urography for the same reasons. The two questions in the treatment of urinary infection are whom to treat and how to treat. Patients with symptoms require treatment but for every symptomatic infection there are at least ten covert infections. Long-term follow-up studies of adult women with such covert infection have established that they arc benign and need neither detection nor treatment. In contrast, covert infections in pregnancy predispose to acute pyelonephritis and hence need detection and treatment. In young girls the condition may lead to renal damage, particularly when bacteriuria and vesicoureteric reflux coexist. In the elderly and also in immunosuppressed patients the infected urinary tract is an important source of gram-negative septicaemia which can be eliminated by detection and treatment of covert infection.
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Numerous potent antibacterial agents are now available for treatment of urinary infections. Provided the pathogen is sensitive a cure rate in excess of 90"" may be expected whatever drug is used. However, some 50"" of infections recur within one year of stopping the treatment. The early recurrences (usually within one month) are due to relapse with infection by the same organism and indicate a failure of initial treatment. These patients require careful investigation, which must include a urogram to look for an underlying abnormality. The major causes of relapsing infection together with suggested remedial actions arc shown in Table 1 . When the cause of the symptomatic relapse cannot be detected, long-term treatment with a low-dose suppressive antibiotic is indicated. Valuable drugs include co-trimoxazole (l tablet); nitrofurantoin (50 mg); cephalexin (250 mg) and hexamine mandelate (I g) daily. It is best to administer the drug at bedtime since this will prevent overnight bacterial multiplication in the stagnant bladder urine.
Symptomatic reinfections are best treated by supplying the patient with a suitable antibacterial agent to be taken at the first evidence ofa recurrence. Before treatment the patient should inoculate a dip-slide and send it to the laboratory. In this way morbidity is minimized and at the same time bacteriological supervision is maintained.
Bacterial infections which are precipitated by sexual intercourse are best dealt with by advising the patient to empty her bladder after intercourse and at the same time to take a single dose of an antibacterial agent, for example I tablet of co-trimoxazole.
The surgeon's approach to frequency and dysuria in the female C A C Charlton MS FRCS Royal United Hospital, Bath BAl 3NG I shan discuss the place of cystoscopy in the female with frequency and dysuria and argue that the ritual of midstream urine test, urogram and cystoscopy is misguided. I believe that fourfifths of these patients do not require a cystoscopy, as the findings will not alter the management.
Practical management
The history-taking and subsequent discussion with the patient are of paramount importance During the initial interview information must be sought for precipitating factors such as vaginal discharge, association of symptoms with coitus, type of contraception used, whether there is a tendency to constipation, and whether the symptoms first developed following a hysterectomy or in pregnancy, when the upper tracts are distensible. It is necessary to enquire whether there are associated systemic symptoms suggesting pyelonephritis, or whether there is haematuria or abdominal pain suggesting calculus disease.
On examination the bladder is occasionally palpable or there is some degree ofcystocele with stagnant residual urine. An atrophic vaginitis in the older woman is common and at any age a vaginal discharge or cervical erosions may be found.
